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A health survey of more than 143,000 radiologic technolo-
gists is described. The population was identified from the
1982 computerized files of the American Registry of Ra-
diologic Technologists, which was established in 1926.
Inactive members were traced to obtain current ad-
dresses or death notifications. More than 6000 technolo-
gists were reported to have died. For all registrants who
were alive when located, a detailed 16-page question-
naire was sent, covering occupational histories, medical
conditions, and other personal and lifestyle characteris-
tics. Nonrespondents were contacted by telephone to
complete an abbreviated questionnaire. More than
104,000 responses were obtained. The overall response
rate was 79%. Most technologists were female (76%),
white (93%.), and employed for an average of 12 years;
37% attended college, and approximately 50% never
smoked cigarettes. Radiation exposure information was
sought from employer records and commercial dosime-

try companies. Technologists employed for the longest
times had the highest estimated cumulative exposures,
with approximately 9% with exposures greater than 5
cGy. There was a high correlation between cumulative
occupational exposure and personal exposure to medical
radiographs, related, in part, to the association of both
factors with attained age. It is interesting that 10%. of all
technologists allowed others to practice taking radio-
graphs on them during their training. Nearly 4% of the
respondents reported having some type of cancer, mainly
of the skin (1517), breast (665), and cervix (726). Prospec-
tive surveys will monitor cancer mortality rates through
use of the National Death Index and cancer incidence
through periodic mailings of questionnaires. This is the
only occupational study of radiation employees who are
primarily women and should provide new information
on the possible risks associated with relatively low levels
of exposure. Cancer 1992:69:586-598.
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Quantitative information useful for estimating the po-
tential cancer risk associated with occupational expo-
sure to low-level radiation has been derived in large
measure from populations exposed briefly to high
doses. 1-3 Because radiation damage may be repaired
when exposures are spread over many years, it is not
clear whether such risk estimates are valid for occupa-
tional situations.4,5

Studies of the pioneering radiologists in the United
States and England have linked leukemia and skin
cancer with excessive occupational exposures.6-12 How-
ever, dosimetric information was not available, and
doses may have been as high as 300 to 800 cGy. In-
creased incidence of other cancers has not been found
consistently in radiologists, perhaps because only mor-
tality was evaluated and because the overall numbers
studied were small (only 6524 radiologists in the United
States and 1338 in the United Kingdom). A recent study
in China identified a high risk of leukemia among
25,000 radiologists and technologists and also sug-
gested increased incidence of cancers of the breast, thy-
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roid, and skin.13 The absence of reliable dosimetry mea-
sures, however, once again limits the usefulness of
these data for risk quantification. A small mortality sur-
vey of Army radiologic technologists also did not pro-
vide quantitative information on possible radiation
risks. 14 Occupational studies of workers at nuclear reac-
tor facilities have yet to yield risk estimates of useful
precision, in all likelihood because of the low cumula-
tive doses and small numbers studied to date.15-17

There are few populations available for studies of
the carcinogenic effect of low-dose fractionated expo-
sures. 18 The existence of a professional registry of more
than 229,000 medical radiologic technologists in the
United States since 1926, however, offered the possibil-
ity of studying a large cohort of radiation workers, pri-
marily women, for whom reasonably accurate esti-
mates of exposure might be possible. Exposure infor-
mation was available from employee records and
dosimetry companies for many of the technologists. Be-
cause most registrants started working while in their
late teens or early twenties, it would be possible to
study the two most sensitive organ sites for radiation
carcinogenesis, the breast and thyroid, at the level of
incidence in a population with at least some exposures
at particularly vulnerable ages.19,20 For other cancers,
especially leukemia and cancer of the lung, mortality
evaluations should provide information on possible ra-
diation risks. Recently, a National Academy of Sciences
committee concluded that cancer risk estimates from
low-dose radiation might be four times higher than pre-
viously believed. 1 The current study thus was per-
formed to test the validity of these extrapolations from
studies of brief high-dose exposures to occupational
settings of protracted low doses.

Methods

A collaborative survey was initiated between the Ameri-
can Registry of Radiologic Technologists (ARRT), the
University of Minnesota School of Public Health, and
the National Cancer Institute to evaluate the health sta-
tus, primarily with regard to cancer, of all current and
former ARRT registrants, Addresses were sought for all
technologists, questionnaires mailed to those found to
be alive, and death certificates requested for those re-
ported to have died. Records of radiation exposure were
requested from places of employment and commercial
dosimetry companies. In this first report, we describe
the overall study design, methods, and descriptive re-
sults from the responses to more than 100,000 ques-
tionnaires.

Population

From 1926 through 1982, 174,678 people requested
certification by the ARRT. Applicants were excluded
from the health survey who were never certified
(8.3%), whose certification was for less than 2 years
(0.7%), or who resided outside the United States
(0.3%). The final study population consisted of 143,517
technologists, of whom 92% were certified in radiogra-
phy, 3% in nuclear medicine, 0.5% in radiation ther-
apy, and 4% in some combination of these three pro-
fessions (Table 1). As of April 1987, 17,201 eligible reg-
istrants were no longer active members of the ARRT.
Termination of ARRT membership could have resulted
from illness or death, change of occupation, retirement,
or other reasons.

Tracing

A current address was sought for all registrants who
were alive and a death certificate for those who had
died. For active members, the most recent address from
the ARRT files was available. Tracing efforts for inac-
tive members included the use of motor vehicle depart-
ments, Health Care Financing Administration records,
the post office address correction service, Social Secu-
rity Administration records, credit bureaus, telephone
or city directories, the Internal Revenue Service
(through a collaborative agreement with the National
Institute for Occupational Safety and Health [NIOSH]),
the National Death Index, and state mortality tapes.
More than 13,600 of the 17,201 inactive registrants
(79%) were located, and approximately 6000 were re-
ported to have died (Table 2).
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Questionnaire

For every active and inactive member of the ARRT with
a current address, a detailed 16-page questionnaire was
mailed that could be optically scanned directly into a
computer. The questionnaire was designed to effi-
ciently record and transfer information, eliminating
transcription and computer entry errors and resulting in
a substantial reduction in clerical time, Information on
work experience, personal radiographic exposures,
cancer risk factors, cancer diagnoses, and current health
status was obtained. Several sections of the question-
naire were similar to those used in the Nurses’ Health
Survey (NHS), a large study of women older than age
30, which was designed to provide information on
known and suspected risk factors for cancer and heart
disease.21-23

Questionnaires were mailed by bulk rate to more
than 130,000 registrants, and more than 104,000 re-
sponses were received (Table 3). Permission to access
medical and dosimetry records also was requested with
the questionnaire. To increase the response rate, tech-
nologists were called on the telephone if they did not
receive or return a previously mailed questionnaire.
Through the regular monthly mailing of ARRT certifi-
cation notices, registrants were encouraged to complete
the questionnaires. Brief letters were sent to study sub-

jects with unlisted telephone numbers, and an abbre-
viated mail or telephone questionnaire was used as a
last resort to obtain health information on cancer, thy-
roid conditions, and myocardial infarction. The total
response rate of the 132,454 technologists eligible to
respond to the questionnaire was 79%. This current re-
port is based on 90,305 responses to the long question-
naire and, when appropriate, the 14,324 additional re-
sponses to the abbreviated questionnaire.

Dosimetry

A key feature of this survey is the potential ability to
document occupational and medical exposure to radia-
tion. Technologists frequently wore personal dosi-
meters during employment, and records of these expo-
sures are kept by hospitals or other places of employ-
ment and also by commercial dosimetry companies.
Permission to access this information was obtained
from the technologists or their next of kin.

For people who had one of four key malignancies
thought to be especially sensitive to the carcinogenic
effect of radiation (i. e., cancers of the thyroid, breast, or
lung or leukemia), intense efforts were made to obtain
as much information as possible on actual radiation ex-
posures received during employment. Comparable ef-
forts were made for a stratified random sample (n



record-linkage with the computerized database of a
large commercial dosimetry company. has provided es-
timates of cumulative lifetime exposure for 27,529 tech-
nologists (19%), and it is expected that approximately
70% to 80% of the study population will likely have
some exposure data available for analysis. For descrip-
tive purposes, the average “cumulative exposures” ob-
tained from the record-linkage procedures are included
in many of the tables in this report. They are meant only
to indicate “exposure scores,” so that patterns might be
evaluated (e.g., those who worked the longest had the
highest scores). They are subject to great uncertainty
and should not be taken literally. The nominal units are
centigrams, as recorded from film badges or thermolu-
minescent dosimeters.

Results

Overall, 143,517 technologists were studied. The popu-
lation was predominantly female (73%), and 58% were
born before 1950 (mean, 1944) (Table 2). Certification
spanned between 1923 and 1980 (mean, 1968), mainly
in radiography (92%). Four percent had died, 4% were
not located, 73% completed a questionnaire, and 19%
did not respond to the questionnaire (Table 3). Nonre-



spondents were typically female (68%), born before
1950 (60%), certified after 1969 (55%), and living in
California (14%). Characteristics of nonrespondents,
however, were generally similar to those of the respon-
dents, as presented below.

Demographic Characteristics

As shown in Table 4, 93% of the respondents to the
long questionnaire were white, 75% were currently
married, and 40% had attended college. States with the
largest percentages of radiologic technologists included
California (10%), New York (6.2%), Pennsylvania
(6.2%), Texas (5.5%), Illinois (5.4%), and Ohio (5.3%).

Smoking and Drinking

To assess any association between radiation and cancer
accurately, other factors were evaluated that might in-
crease the risk of cancer. Cigarette smoking is the most
important cause of cancer in our society, and 53% of the
respondents reported smoking more than 100 cigarettes
(Table 5). Most smokers (66%) began as teen-agers, and
28% usually smoked more than one pack per day.
Compared with women who participated in the NHS,
female radiologic technologists had similar percentages
of never smokers (44% versus 46%, respectively) or
former smokers (26% versus 28%, respectively) or
current smokers (31% versus 24%, respectively).24’25

Nearly 18% of the technologists reported that they
never drink alcoholic beverages, whereas approxi-
mately 5% reported having ten or more drinks per
week. In the NHS, 32% of more than 89,000 women
reported no daily alcohol intake.26

Reproductive Factors

Pregnancy is one of the most important risk factors for
breast cancer, with nulliparous women being at higher
risk than women who had given birth to their first child
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when younger than 30 years of age.27 Among female
technologists, 69% had given birth to children, of
whom 12% had their first child after age 30 (Table 6). It
is interesting that the spouses of male technologists had
a parity experience similar to that of the female technol-
ogists (i. e., 69% of the male technologists had children,
although 22% had fathered their first child after age
30). Women participating in the NHS had higher rates
of fertility (93%), in all likelihood resulting from their
older age distribution, and 12% of first births occurred
after age 30.

26’28 Twenty percent of the female technolo-
gists reported having had a miscarriage and 1.4% a
stillbirth. Among those having children, similar propor-
tions of the female and male technologists reported
having a child born with an observable defect (i.e., 9%
and 8%, respectively).

Details of gynecologic and reproductive histories
for the female radiologic technologists are found in Ta-
ble 7. Two percent had their first menstrual period be-
fore age 10 and 21% after age 14 (mean, 12.5). Twenty-
one percent have stopped having menstrual periods;
and, in 27% of these women, menopause occurred be-

Table 8. Employment History of Respondents to Long
Questionnaire

fore age 35. Somewhat higher percentages were ob-
served in the NHS of older women (i. e., 29% were post-
menopausal).26 The most common reason for the cessa-
tion of menstrual periods among technologists was
hysterectomy (59%); 34% reported undergoing a natu-
ral menopause. Among women having a hysterectomy,
40% had both ovaries removed during the procedure.

Nine percent of the female technologists reported
taking hormone pills, primarily estrogens, for meno-
pausal symptoms. Birth control pills had been taken by
75% of technologists, of whom 13% were current users.
Comparable percentages in the NHS were 48% and
6%, respectively. 22 Ten percent of the female technolo-
gists reported a prior breast biopsy; 22% had a family
history of breast cancer; and 0.9% had a personal his-
tory of breast cancer. Comparable percentages in the
NHS were 24%, 5% (maternal), and 1.5%, respec-
tively. 22,26 The risk of breast cancer associated with
known and suspected risk factors has been studied ex-
tensively within the NHS.22,23,25,26,29 Oral contraceptive
use and cigarette smoking also have been linked with
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Table 9. Work Experience With Diagnostic and
Therapeutic Procedures Among Respondents to Long
Questionnaire

had worn one on their most recent job. These data indi-
cate that quantitative information should be available
on the radiation exposure of the technologists, Half of
the respondents had worked as radiologic technologists
for 10 or more years (mean, 12 years), indicating the
potential to accumulate meaningful exposures. More
than 1000 people reported having worked for more
than 40 years. Only 14% had worked for less than 5

592

years. There was a clear tendency for those who had
worked the longest to have the highest radiation expo-
sure scores.

Table 9 lists the radiologic procedures used during
employment. Practically all technologists had used a
portable radiograph machine (94%), 94% had used a
fluoroscope, 93% had worked with routine radio-
graphs, and 92% had worked with multifilm proce-
dures. The use of other types of machines and proce-
dures was much less frequent and included dental ra-
diographs (30%), computer axial tomography (19%),
diagnostic radioisotopes (33%), diagnostic ultrasonogra-
phy (20%), orthovoltage therapy units (20%), cobalt-60
(25%), and radium therapy (24%). It is interesting that,
during their training as technologists, 10% allowed
others to practice performing radiographs and fluoros-
cope examinations on them. A small percentage of
these students (4%) allowed others to take radiographs
of them more than 50 times.

Table 10 indicates that 98% of the technologists
wore a dosimeter at some time during their career and
that most wore them on their beltloop, waist, or side
pocket (52%). In addition, 95% reported wearing a lead
apron when first employed. It is interesting that 40% of
those currently wearing an apron place the badge inside
the apron.

Personal Exposures to Radiographs

People working in radiology departments might be
more likely to have personal radiographs because of the

Table 10. Personal Dosimetry Habits of Respondents to Long Questionnaire
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Table 11. Personal Exposure to Diagnostic Radiation Among Respondents to Long

availability of this service. 32 Thus, an accurate estima-
tion of risks possibly associated with low-dose occupa-
tional exposures should also consider the magnitude of
personal radiographic exposures.33 Table 11 tabulates
the distributions of medical examinations received by
the radiologic technologists. As anticipated, the most
common type of examination was of the chest, with
96% of the respondents reporting at least one proce-
dure. The average number of chest radiographs was 9.3
per person. Dental radiographs also were frequent;
92% of the population received an average of 12.4 den-
tal radiographs during their lifetime. No other examina-
tion was as frequent as these two. Examinations per-
formed on 25% or more of the respondents included
barium enemas (mean, 1.8 per person exposed), intrave-
nous pyelograms (1.9), upper gastrointestinal series
(2.0), skull radiographs (1.9), cervical spine radiographs
(2.1), kidney/ureter/bladder (KUB) radiographs (3.0),
abdominal radiographs (3.2), lumbar spine radiographs
(2.6), and lumbosacral radiographs (2.7). Special proce-
dures such as angiograms and urethrograms were in-
frequent.

More than 5000 technologists (6%) had received
therapeutic radiographs (Table 12). Radioisotopes had
been used for diagnostic or therapeutic reasons on 12%

of the respondents, with most of these (60%) receiving
radioisotopes for evaluation of the thyroid gland.

Thyroid Disease and Cancer

Because the thyroid is one of the most radiosensitive
sites to ionizing radiation,20 detailed information was
requested on any thyroid condition diagnosed by a
physician. Nine percent, or more than 9500 of the tech-
nologists responding to either questionnaire, reported
having a thyroid condition. Of these, 220 (2.3%) had
thyroid cancer (Table 13). Preliminary computations
based on Connecticut incidence rates suggest that only
about 100 thyroid cancers would be expected in a popu-
lation of this size. However, these self-reported cancers
have not all been confirmed, and it appears that some
were not cancers, but adenomas or other conditions.

Overall, few technologists, only 3755 (3.6%), re-
ported a total of 4755 cancers diagnosed by a physician
(Table 14). The most prevalent cancer was of the skin
(32%), followed by cancers of the cervix (15%), breast
(14%), uterus (5%), and thyroid (5%). There were 76
reports of lung cancer, 42 leukemias, and 665 breast
cancers. It is important to remember that these are prev-
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alent cases of cancer in the members of the population
who are alive and do not include cancers that occurred
in technologists who have died. Further, our initial vali-
dation procedures indicate that at least some percent-
ages of these self-reported cancers were incorrect.

Death certificates still are being requested for ap-
proximately 200 technologists reported to have died.
Among 6282 deaths coded to date, there were 1850
deaths due to cancer. The most frequent cancer death
resulted from breast cancer (358), followed by cancer of
the lung (350). Thus far, 85 leukemia deaths have been
identified. Although the mortality data are incomplete,
crude proportionate mortality ratios suggest slight, but
not significant, increased risks for breast cancer (pro-
portionate mortality ratio = 1.38) and leukemia (pro-
portionate mortality ratio = 1.2), but not lung cancer
(proportionate mortality ratio = 1.0).

Other Medical Conditions

Approximately 1.4% (or 1414) of the respondents re-
ported having a myocardial infarction, with more than
50% of these having their first myocardial infarction
before the age of 50. The NHS has evaluated the associ-
ation between estrogen use, oral contraceptive use, and
smoking with fatal and nonfatal heart attacks29-31,34-38

and stroke,24 and our survey should be able to provide
additional information.

Other Factors

At one time it was thought that hair dye might be asso-
ciated with breast cancer risk, and ARRT registrants
were queried as to whether they regularly dyed their
hair. More than 15,000 (22%) of the 69,298 female re-

Table 13. Thyroid Conditions Reported by Respondents to Long
and Short Questionnaires
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spondents reported using hair dye regularly, and 16%
had used hair dye for more than 20 years. The NHS
reported that nearly 38% of the nurses had used perma-
nent hair dyes, but no association with breast cancer
was apparent.39,40

Dosimetry Linkage

For descriptive purposes only, we linked the file of
ARRT registrants with the computer files of a large
commercial dosimetry company for 1 calendar year
(1985). Although these cumulative exposures are in-
complete and are available at this time for only 20% of
the population studied, the exposure patterns over cer-
tain characteristics are informative. These estimates are,
of course, underestimates of actual cumulative doses
received in the course of employment and should not
be interpreted literally. Not all the occupational experi-
ence of these workers was covered by this one com-
pany, and the accuracy of a dosimeter in reflecting ac-
tual organ doses is likely to be poor. Additionally, in
large part, dosimetry records are nonexistent before ap-
proximately 1950. These nominal cumulative expo-
sures thus are labeled “exposure scores” to minimize
the chance of misinterpreting their significance or accu-
racy.

The clearest trend linking radiation exposure to any
characteristic was for years worked as a radiologic tech-
nologist. People who had worked for more than 40
years had three to seven times greater cumulative expo-
sure scores than technologists employed for only a
short time. Men had higher scores than women, reflect-
ing, in part, their longer lengths of employment. Birth
year and year of certification were inversely related to
exposure score. The suggestion that people who were
widowed or who had only a grade school education
(not shown) had higher scores than others probably
reflects, once again, the older age of these people. It is
interesting that there is no evidence that employment or
experience with certain types of procedures, whether
with fluoroscope or high-energy therapy units, was as-
sociated with a significantly different cumulative expo-
sure. With regard to personal practices during the edu-
cational experience, people who reported allowing
other students to practice taking radiographs of them
had much higher mean scores than those who did not,
probably because of associations with attained age for
both factors.

There were no unusual patterns of high exposure
scores linked with any particular thyroid condition.
There was a suggestion that patients in whom cancer
developed might have had slightly higher scores than
those who did not have cancer, but this may reflect the
longer length of employment for people who were old
enough for cancer to develop,

With regard to cancer risk factors in general, it did
not appear that radiation dose varied appreciably with
any of the factors evaluated, although a trend of in-
creasing exposure score with increasing levels of ciga-
rette smoking was suggested (Table 5). With regard to
personal exposure to diagnostic radiation, there was a
suggestion that higher exposure scores occurred among
people who had more frequent procedures (not shown),
possibly once again reflecting age and length of time
working as a technologist. These data indicate, how-
ever, the importance of personal exposure to medical
radiographs in evaluating occupational exposures (i.e., 
those who have the highest mean occupational expo-
sure also appeared to have the highest numbers of
diagnostic radiographic procedures). A recent interview
study, for example, reported an association between
diagnostic radiography, especially gastrointestinal se-
ries and back radiographs, and chronic myelogenous
leukemia. 41

For most (58%) of the people for whom a cumula-
tive exposure could be obtained with linkage with a
commercial dosimetry company, exposures were less
than 1 cGy (Table 15). This average is low because most
active technologists began working in the 1970s, under
improved radiation protection habits, and they had less
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time to accumulate a meaningful dose. Further, the link-
age was based only on active workers and would be
unlikely to include exposures occurring before approxi-
mately 1953, when the company began. Exposures at
places of employment not contracting for services by
this dosimetry company also may have been missed.
Almost 10% of the population have received doses
greater than 5 cGy. Over 100 radiologic technologists
had cumulative dose readings in excess of 50 cGy.
Current estimates of occupational exposure in the heal-
ing arts for a 12-year period would be 3.6 cGy,l which is
higher than our crude overall estimate of about 2 cGy.
Future linkages and inclusion of data obtained from
places of employment will allow a more detailed charac-
terization of the overall radiation exposure history of
this population. Preliminary tabulations from our in-
depth evaluation of employer records for a sample of
some 4000 technologists suggest that cumulative expo-
sures for most technologists employed for more than 10
years will range between 5 and 20 cGy.

Discussion

This large and well-defined population of more than
143,000 radiologic technologists should be able to pro-
vide new information on the possible risks associated
with occupational exposure to ionizing radiation, ac-
counting for important risk factors that might distort
the relationship between radiation dose and cancer oc-
currence. Although studies of relatively low doses have
inherent limitations with regard to adequate sample
sizes and ability to control confounding factors, our
survey should be able to judge the validity of current
estimates of radiation risk (e.g., a relative risk of 1.5 at
10 cGy for leukemia), based on studies of brief, high-
dose exposures.1 The information obtained from the re-
sponses to more than 104,000 questionnaires will be

helpful. not only in assessing the findings from the

current health survey of cancer incidence and mortality,
but also in future prospective evaluations.

The population of radiologic technologists in the
United States can be characterized as follows: Most are
female, white, and employed for 12 years on average;
40%. attended college; and approximately 50% never
smoked cigarettes. Nearly 69% have had children; the
average number of children is 1.5; and 9% of those
having children reported a child born with an observ-
able defect. Cancer was diagnosed in 3.6% of the radio-
logic technologists; 9.1% have had a thyroid condition
develop; and 9.6% have had a breast biopsy. More than
94% have worked with fluoroscope, 94% with portable
radiograph machines, 33% with isotopes, and 25%
with therapy machines. During their education, 10%
allowed other students to practice taking radiographs of
them, a practice that was not uncommon in the 1940s.42

Practically all technologists have worn dosimeters. Per-
sonal exposure to x-rays included barium enema (26%);
intravenous pyelogram/retrograde pyelogram (28%);
mammogram (21%); dental (92%; mean, 12), chest
(96%; mean, 9), and lumbar spine (39%) radiographs;
and head and neck radiation therapy (2%).

Although questionnaires were not completed by
nearly 20% of the technologists, the nonrespondents
did not differ appreciably from the respondents with
regard to age, sex, state of residence, specialty, and year
of certification. In a comparable health survey of
165,000 nurses, nonrespondents were also similar to
respondents with regard to age, education, state of resi-
dence, employment status, field of employment, and
major specialty, and a major bias due to nonresponse
seemed unlikely.43

Although the linkage with dosimetry records is not
yet complete, several interesting patterns were evident,
As expected, technologists employed for the longest
times had the highest cumulative exposure scores. Ex-
posure scores for men were greater than for women,
and approximately 9% were higher than 5 cGy. People
reporting the greatest number of certain types of per-
sonal radiographs also had the highest cumulative ex-
posure scores, indicating the importance of considering
these exposures in any evaluation of occupational
doses. 32 Increased age clearly was correlated with cu-
mulative occupational dose, increased exposure to med-
ical radiographs, and increased prevalence of medical
conditions such as cancer. If future evaluations uncover
a risk associated with occupation, it will likely be de-
tected first among the early registrants, for whom do-
simeters were rarely available in the 1920s to 1940s. In
fact, before 1950, safe levels of radiation often were
determined by whether decreases in blood counts could
be detected after prolonged exposure. In the United

States44 and China,13 depressed blood counts  were not
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uncommon and would result in unplanned vacations
for the radiation workers.

This is the first in a series of articles on a compre-
hensive health survey of radiologic technologists in the
United States. Future evaluations will include mortal-
ity, cancer incidence, exposure assessment, dose re-
sponse, and risk analyses. Additional questionnaire
surveys are planned, so that incidence data can be ob-
tained on important cancers, such as thyroid and breast
cancer, for which mortality evaluations are often in-
complete. Associations of health events with exposures
to other factors, such as cigarette smoking, use of oral
contraceptives, and use of menopausal estrogens, also
will be possible. Continued mortality updates, with the
use of the National Death Index and Social Security
mortality records, are expected. It is anticipated that this
survey of radiologic technologists will provide useful
information on radiation risks as they relate to popula-
tions for whom radiation standards are set to protect.
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